The aim of our research is to evaluate the advantage by the combined use of fiberoptic bronchoscopy and laryngeal mask during the performance of percutaneous dilatational tracheostomy in an intensive care unit.
INTRODUCTION
Methods of percutaneous dilatational tracheostomy, originally described by Ciaglia in 1985 [1] , and similar techniques, are having a wide employment in intensive care in comparison with the classic surgical tracheostomy. The global incidence of complications in the scientific literature for the classic technique is about 22% [2] [3] [4] [5] [6] [7] [8] .
Complications mainly include: stomal infections, stomal granulomas, major bleedings, and subcutaneous emphysema.
However, employing the percutaneous technique, these same complications only reach a 12% global incidence, with a greatly reduced rate of stomal infections. Additionally, the percutaneous tracheotomy has some significant advantages such as: (a) Marelli and associated in 1990 was related to complications due to percutaneous [9, 10] Table I. ventilated via a Siemens 900 C until the laryngeal Of the 16 patients included in our series, 9 mask was positioned.
were females (56%) and 7 were males (44%), the 
RESULTS AND CONCLUSIONS
Data reported in literature, as previously described, demonstrates that most common complications following percutaneous tracheotomy include: subcutaneous emphysema, bleedings, stomal infections, difficulties in tracheostomy tube insertion and paramedian insertions. Global incidence of complications is about 12%. Our experience does not significantly differ from these results, and particularly, the complications which occurred in our patients are described in Table II. We globally had 3 minor complications, and particularly two cases of minor bleeding stopped only by the compression obtained with the tracheostomy tube, and one case of subcutaneous emphysema of the neck which spontaneously healed in a few days.
By employing the fiberoptic bronchoscopy and the laryngeal mask we avoided incorrect introduction of the dilators, as we were able to correct any improper placement of the guidewire.
The difficulties we encountered always occurred in patients with unfavourable anatomical conditions (obese patients with short neck and limited mobility of the cervical spine), which do not appear ideally suited for this procedure.
In two of these patients, it was necessary to perform the tracheostomy between the cricoid cartilage and the first tracheal ring. In these two as well as one other patient, we found several difficulties in maintaining the laryngeal mask in the correct position, but were always able to complete the procedure.
Notwithstanding several other reports [12] , in our series all patients had a nasogastric tube but we didn't have any noticeable leakage around the Furthermore, the connection of the scope to a monitor allows the operator and his team to follow every step of the operation and perform the procedure with a greater safe and coordination.
